and has access to the latest information and numerous clinical experts.
A South African doctors' team in the World Cup?
To the Editor: I wish to bring to the attention of readers an opportunity for them to play international football in the next medical world cup! How would you like to play against Brazil, Germany or Great Britain?
For many, football is a passion that begins shortly after taking their first steps. Medicine is another passion, finding expression later in life. These two drives often compete, with usually one prevailing. It is with great pleasure that The World Medical Football Federation seeks to carry on the tradition of uniting medicine and football. The Federation has been growing year after year, and is a truly international social, professional and sporting amalgamation.
I was involved in putting together a group of 20 British doctors in 2006, and we entered the competition in Germany. Since then, we have played annually in Australia, Lithuania, South Korea and Austria. The XVII Global Congress on Medicine and Health in Sport, and World Football Championship of Medical Teams, takes place on 23 -30 July 2011 in Manchester, UK.
The week involves a medical conference with speakers from each country on some mornings, and the teams taking to the field in the afternoons, playing six 11-a-side matches in 7 days. The football is competitive but, with rules such as 'There must be at least 3 outfield players over the age of 40' , also aims to be enjoyable. Many delegates bring their families, and there is a great atmosphere in the hotel and at the daily social activities.
If there are any interested doctors in South Africa who were inspired by the South African World Cup, please contact me for more details about joining us next year in England. We have most of the continents represented, with the Americas, Europe, Asia, and Australasia, but we are missing Africa! Please have a look at our website (www.britishmedicalfootballteam.co.uk) to see what's planned, and consider being part of this fantastic event. I look forward to answering any further questions. 1 I agree that the HIV diagnosis via a mobile unit can be a useful approach for early diagnosis. However, there are some problems to be kept in mind. Quality control (QC) of the HIV test should be carefully considered. There can be problems in this regard in good hospital laboratories, and there is no doubt that QC could potentially be more difficult in a mobile unit. 2 To optimise the usefulness of the mobile HIV screening programme, standardisation and quality management are very important. HIV tests performed at the mobile clinic, community clinic and hospital are all rapid HIV tests, performed outside a laboratory by nursing staff, and are subject to the same quality control issues.
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Staff working on the mobile unit are all trained in the use of the rapid tests and our standard operating procedures. We have our own quality control programme and are part of an external quality assurance programme run by the National Health Laboratory Service (NHLS), where to date we have scored 100%. In addition we have an informal quality control method in that we see many known HIVpositive individuals who request re-testing. Any discrepant results are confirmed with laboratory HIV enzyme-linked immunosorbent assay (ELISA)/polymerase chain reaction (PCR).
HIV test kits are stored at temperatures of less than 30 o C in our offices and only enough for that day's testing are taken out on the mobile unit.
For our own quality control programme, samples from known positive and known negative individuals (confirmed by laboratory HIV ELISA testing) are run with each new batch and monthly thereafter. The control samples must give the intended response (i.e. positive or negative). The staff member who performed the quality control procedure records the results on the rapid HIV testing quality control log sheet, which then gets filed. Any control problems are immediately reported to the project manager and acted on.
Disaster preparedness -looking forward
To the Editor: I refer to the article 'Haiti: The South African perspective' 1 in the SAMJ of August 2010. It is timeous that the authors have opened the debate on the South African medical rescue response to disasters, particularly at home and on our continent. The problems are succintly set out, real and need to be addressed meaningfully and rapidly. While the challenges are clear, the way forward as suggested in the article is less so. Given the less than organised, if praiseworthy, efforts of the two organisations mentioned in the article, it seems to be compounding the issue by suggesting that the future disaster response be placed under the auspices of the Emergency Medicine Society of South Africa (EMSSA) -another non-statutory body.
South Africa, as one of the most developed countries on the continent, will be expected internationally to respond meaningfully to natural and other disasters in Africa. To be able to do this will at least require government approval and resource support if there is to be a rapid and effective deployment of medical rescue assistance.
At the end of the day, most of the material and human resources required either belong to or work for one or other government department, provincial and national, including a large number of volunteers. In this particular context, I believe the National Department of Health in conjunction with those provinces that possess the requisite assets, which will include departments of emergency medicine, should take the lead. Together they successfully mobilised for the 2010 Soccer World Cup -surely an African disaster response is no less deserving of this kind of effort.
A G Mac Mahon
Cape Town alanjean@telkomsa.net
Schistosomiasis -an endemic but neglected tropical disease in Limpopo
To the Editor: After malaria, schistosomiasis is the second most prevalent tropical infection, but is first among the neglected tropical diseases (NTDs). 1 Worldwide, an estimated 750 million people are at risk of schistosomiasis, and 200 million have the disease; 85% of the latter and all 20 million with severe disease are concentrated in Africa. 2, 3 We conducted a study that describes the pathology of biopsy diagnosed schistosomiasis, silent or symptomatic, in Limpopo Province to call attention on an NTD with potentially severe morbidity and mortality. This is especially important in view of the HIV/AIDS epidemic that poses a higher burden on women than men. Evidence is accumulating that female genital schistosomiasis (FGS) acts as a co-factor in the genesis of cervical pre-invasive and invasive lesions and/or as an entry point for the HI virus.
Over the period 2008-2009, all new cases of biopsy diagnosed schistosomiasis were prospectively recorded. The diagnosis was made in the presence of viable (embryonated) and/or non-viable (calcified) ova; Schistosoma haematobium in the presence of a terminal spike and S. mansoni if the spike was lateral.
The patients' age, gender, geographical origin, anatomical site and type of lesion, if any, were recorded. There were 266 females, and 45 males (F/M ratio 5.9/1). Table I illustrates the relative distribution by gender and affected organs. FGS accounted for 233 (87.6%) of the female cases; of the 127 cases involving the cervix, 29 (22.8%) were HIV-seropositive. Only 44 cases were asymptomatic, namely the incidentally found ova in bilateral tubal ligation (N=40) and prolapsed fibromyomas (N=4). In males, the appendix was the most common site -30 (66.6%). The overall S. haematobium to S. mansoni ratio was 5.1/1. The ratio was 6.1/1 with urogenital pathology, and 3.2/1 with digestive tract pathology. These figures show an overlap of the two subtypes in urogenital and digestive lesions, and an overall predominance of S. haematobium. Of the cases of known geographical origin, 91% were from the northern and north-eastern parts of the province bordering Zimbabwe and Mozambique.
Failure in the supply of safe water sources and sanitation, and failure to control snail intermediate hosts, lead to the continued transmission of the infection. 2, 4 Control interventions require economic progress, political will and stability, and adequate public health structures and programmes.
2 School-based health programmes 
